Introduction
During the past ten years many general practitioners have visibly supported medical audit. Some see audit as a response to the increasing complexity of practice which has led to a greater need for feedback and information. Others see it as a further means of raising the standards of general practice to rank alongside the foundation of the royal college, vocational training schemes, and postgraduate medical centres. In any event, in the second half of the seventies the response to the call for research into medical audit in general practice of the early seventies grew. Much of this work tried to define and suggest solutions to the problems of audit that are peculiar to general practice. Quite apart from the lack of adequate patient records, the virtual absence of reliable information on patterns of practice was a major handicap, as was the lack of clerical help, time, and suitable organisation.
General practice is concerned with people
The overwhelming challenge was (and still is) that the very nature of general practice lends itself even less to objective definition and measurement than its counterpart, the acute hospital. General practice is concerned more with people than with diagnoses, disease, and life-threatening events. The objectives take into account social and mental wellbeing and the patient's opinion as much as the clinical response. And the doctor's contribution is as much interpersonal as it is technical. Doney summed up the problem as follows: "If it is difficult to audit the care of diseases, will it ever be possible to audit the care of patients ?" Bookings at an obstetric unit (Aylett, (Doney, 1976) Aim To examine the process of medical care of a chronic disease (diabetes) in general practice. Method The records of 119 known diabetics in an eight-man practice were analysed. Findings Before diagnosis, classic symptoms but no urine test were recorded in 160, of patients. Roughly one-quarter of the patients attended the general practitioner, one-quarter attended a consultant clinic, and half had no regular supervision. Only 12%
were controlled on diet alone. Conclusions Recording of diabetic control and regular follow-up was poor. Relatively low complication rates may have reflected a low detection rate. The current family practitioner committee record card is a deterrent to long-term follow-up of chronic disease. More data for comparison are needed about patients in the community rather than in hospital clinics.
Comment Problems of follow-up and recording of patients with diabetes were also noted by Kratky, but allegations of similar inadequacies in the care of epilepsy were refuted in an audit by Zander et al. On the basis of existing prevalence data, Wilson con- cluded that many hypertensive patients were not detected in his practice.
Delay patterns (Jenkins, 1978) Aim To evaluate delay patterns as an index of medical care in general practice. Method Seven general practitioners pooled data on 55 new cases of neoplastic disease over one year. For each case delay was analysed as that attributed to the patient and that attributed to medical services. An estimate was also made of the proportion of the latter delay that was inevitable had circumstances been ideal.
Findings Diagnostic delay was generally reasonable but there was evidently room for improvement in some cases. Conclusions The index was probably not an adequate measure of the total quality of care, but none the less it showed specific and remediable elements of the process. The exercise raised the doctors' index of suspicion for new cases of cancer.
Comment In a similar study that related presenting symptoms to delay in diagnosis and treatment, Macadam suggested that research into clusters of symptoms and risk factors to enable early referral of appropriate cases would be more rewarding than research into cancer cures in hospital. In an earlier study of diagnostic delay, Hodgkin pointed out the implications of the method for directing the education of both patients and doctors.
In these studies in general practice many different methods were used by individuals and by groups of doctors. Some of the studies were specific research projects and two used computer analysis, but the concepts can be applied to most practices. The people who participated found the exercise educational, many unexpectedly gaining insight into their own style of medicine. Some doctors argue that audit should not be done at all unless it can be shown to improve the outcome of care. Such solid evidence is difficult to obtain from relatively small numbers of patients, even in large group practices, without doing multi-group studies which would destroy the local and internal nature of the audit they seek to evaluate.
Audit should probably focus upon the process of care, but on the condition that the information generated is used to bring about appropriate change and that the change is then evaluated to show that it was effective. Perhaps this is the next step for audit in general practice. 
Introduction
There is evidence to suggest that schizophrenia is associated with a deficiency of prostaglandin (PG)E1 and with a raised dopamine :PGE1 ratio.1-4 Recent work on the regulation of PGE1 biosynthesis and action by lithium, alcohol, and tricyclic antidepressants suggests that this PG may also be important in the affective disorders and in alcoholism.
There are two main naturally occurring series of PGs, the PG1 and the PG2 series, named after the number of double bonds in their side chains.5 The PG1 series are derived from dihomogamma-linolenic acid (DGLA) and the PG2 series from arachidonic acid (AA). The PG2 series have been thought to be overwhelmingly important because of the abundance of their
